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Patency of Infarct-Related Coronary Artery
To the Editor:
The article by White et all was enjoyable and beneficial; the work was designed carefully and focused on an area of great importance to cardiologists caring for patients with myocardial infarction. I have some minor criticisms regarding the use of the statistics and the manner in which the term "independent variable" was implicitly and explicitly used.
First, although Table 1 was an adequate characterization of the study group, it would have offered more to the substance of the article if numbers and statistics were provided regarding the patients who died and those who survived. Second, although the authors' emphasis, as indicated from the title and the content of article, was on addressing the independent role of patency of the infarct-related coronary artery, they stated at the end of the introduction that particular attention also was given to left ventricular function. Third, in "Results," the point is made that TIMI flow score was also associated with survival on univariate analysis, whereas the P value was .08 (Table 3 ); a comment follows in "Discussion" that flow assessment by the TIMI criteria added prognostic information but did not reach traditional statistical significance. However, in the same paragraph the authors present their thoughts regarding variation in the amount of myocardium supplied by a given coronary artery in humans and provide evidence from experimental work2 that most of the variation in infarct size can be ascribed to the extent of the nonperfused myocardium; this implied that they were not surprised with the results from the use of TIMI flow assessment, and since their findings agreed with their formulation, they could have stated so. Fourth, very appropriately, a statement was included in "Discussion" regarding other known risk factors that were not assessed in this study and, if used, might have provided additional prognostic information; the authors proceeded with a statement that they have assessed some primary risk factors, including hypertension, and they concluded that these factors were not contributory. However, the handling of the data appears to be inconsistent because hypertension attained the same P value (.08) as did TIMI flow score in the univariate analysis (Table 3) . Was hypertension entered in the multivariate analysis model? Last, in the beginning of "Discussion," there is a comment about the intimate relation of sustained patency of a coronary artery resulting from thrombolytic therapy and preservation of left ventricular function. Although this is true, it detracts from the main objective of this study, which was to explore the independent predictive role of the patency of the infarct-related coronary artery.
John E. Madias, MD
Professor of Medicine Mt Sinai School of Medicine Chief Division of Cardiology
Elmhurst Hospital Center Elmhurst, NY
Reply
We appreciate the thoughtful comments of Dr Madias. We agree that a comparison of baseline characteristics of patients who survived and of those who died is important, and in Table 3 we supplied these data with univariate analysis. This table includes 30 comparisons, and we omitted data regarding calcium channelblocker therapy (four patients), which infarct artery was involved (no differences), and the numbers of vessels involved, which was recorded in our scoring system.
As Dr Madias points out, we believe that the size and distribution of infarct artery supply are helpful both in analysis of clinical trials and in making clinical decisions about individual patients. With respect to the relation between a history of hypertension and subsequent cardiac death, this was also seen on multivariate analysis, with a P value of .08 when added to a model including ejection fraction and occlusion score. We did not emphasize this finding as it did not reach conventional significance on either univariate or multivariate testing, and we did not have reliable information about blood pressure control during the follow-up period in all patients.
The final point that Dr Madias makes is an important one. Left ventricular function and early infarct artery patency are intimately related. What we found in our study is that infarct artery patency, when assessed at 4 weeks, gave prognostic information independent of that given by ejection fraction and end-systolic volume, which in the prethrombolytic era has been shown to be the most powerful modifiable prognostic factor.'
